Abstract
Introduction

52
Prevention of mother-to-child transmission (PMTCT) interventions have potential to eliminate 53 vertical transmission of HIV from mothers to infants (Mofenson, 2010 ). Yet, women's adherence 54 to all the steps required for successful PMTCT is often low. Within 21 priority countries, an 55 estimated 65% of eligible pregnant women access HIV treatment (WHO et al., 2013) , and pooled 56 analysis suggests that only half of women adhere to treatment postpartum (Nachega et al., 2012) . yet this association has been understudied in the literature to date (Hatcher et al., 2015) . living with HIV in Swaziland, of whom 9 reported IPV following disclosure, and learned that 89 violence resulted from acute triggers like HIV status disclosure and also from ongoing marital 90 tensions around fertility (Mulrenan et al., 2015) . In a study of pregnant and postpartum HIV- 
Theoretical framework
107
This research was informed by an integrated socio-ecological, dyadic conceptual framework (Fig.   108 1). The socio-ecological model suggests that individual, relationship, and structural factors shape 109 health outcomes (Heise, 1998) , and is widely used in IPV research because it incorporates many 110 complex factors that influence partner violence (WHO, 2010) . ). The theory of gender and power (Connell, 1985) , which postulates that women's ability to adhere to HIV medication (Hirsch, 2007) and the extent to which they 129 experience IPV (Heise, 1998) . 
INSERT FIGURE 1 ABOUT HERE
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Methods
133
The goal of this qualitative research was to build understanding around why and how IPV 
148
The methodology for this study was informed by narrative, constructionist approaches to 149 researching IPV (Allen, 2011) . The narrative element of this approach posits that discussing IPV 150 experiences with skillful providers can be therapeutically beneficial and that the research process 151 itself serves as a form of reflection for participants (Allen, 2011) . Narrative approaches to 152 research on violence acknowledge that women's stories help create coherence in otherwise 153 chaotic, uncontrollable situations (Williamson, 2010) . Narrative approaches use particular 154 techniques during the interview process, such as validation, highlighting resistance strategies, and 155 focusing on meaning and identity (Allen, 2011) . The social constructionist methodology 156 acknowledges that researchers are part of the research interaction and that their prior knowledge 157 should be brought to light and examined (Charmaz, 2008 
Data analysis
229
To ensure that interviews achieved adequate depth and richness, the first 6 transcripts were 230 reviewed jointly to establish future questions, points of clarification, and initial themes.
231
Researchers reviewed full transcripts and created detailed 'memos' to highlight initial impressions 232 of the data. This review process was repeated at two other time-points (upon completion of 18 233 interviews and 28 interviews). Both reviews led to tweaking of the interview guides, with major 234 themes retained but sub-questions altered to enhance probing and clarity. The team developed an 235 initial coding framework based on the preliminary review of 6 transcripts and "sensitizing 236 concepts", or preliminary ideas around how to examine the data (Bowen, 2006) .
237
The coding framework was applied to all transcripts by two researchers using Dedoose 
258
Given the special considerations around researching violence, all portions of this study 259 were designed to adhere to the WHO ethical and safety guidance on IPV research (WHO, 2001).
260
The research was presented broadly so that the specific nature of the study was not made public.
261
Only when the participant and interviewer were alone, during the informed consent process, did and skills required to skillfully handle disclosure of violence (Reynolds, 2007) . 
Results
268
Sample characteristics
269
Of the 32 participants, 26 women reported IPV in pregnancy while 6 reported a prior history of 270 IPV (see characteristics summarized in Table 1 ). The majority of participants (75%) reported 271 physical and emotional violence, with several (16%) reporting physical, sexual, and emotional 272 violence. Twelve participants (38%) reported that they were non-adherent to HIV medication 273 during the time of pregnancy or were not on treatment. Thembi knew she could not safely use condoms, she chose to avoid HIV medication altogether.
329
Her non-uptake of treatment meant that her infant acquired HIV during the course of the study.
330
The act of hiding medication and withholding one's status from partners requires When Mpefe noticed her partner was nearby, she would forgo treatment altogether. Eventually,
340
Mpefe decided to move out so that she could easily take her treatment without worry that her 341 boyfriend might see.
342
Similarly, Zama (25 years and pregnant) found it easier to adhere to medication once she 343 moved out from her partner's place. Before she would wait until he fell asleep to take her daily Yet, partner control did not always lead to poor adherence. For example, Kagiso's partner 430 was suspicious when she went to the clinic, assuming she was cheating on him. At times, he 431 would physically abuse her when she came home from the clinic, assuming she was unfaithful 432 during her times away from home, but she described a stubborn dedication to continue seeking 
I didn't want him to know I have gone to the clinic. I didn't even want him to
530
However, there is a less positive aspect to the motherhood identity, as it necessarily expects that 531 mothers will be the nurturing caretaker and sacrifice her own needs for that of her child (Hays, 532 1998). When, in the context of IPV, women may not be fully able to protect their infants from 533 psychological and physical harm, they may be held responsible for failure to protect the child, 534 even as they themselves require protection (Lapierre, 2008) . The shame associated with both IPV 535 and HIV may be compounded with the shame of being a 'bad mother', which could only worsen 536 mental and physical health outcomes.
537
The pathway of partner non-disclosure seems to reveal both negative aspects of IPV as 538 well as resilience strategies used by women. This tension between women being both constrained 539 by the violence while also being agentic in their response has been highlighted in previous IPV 540 literature (Campbell & Mannell, 2016; Turan et al., 2016 ). In our sample, partner non-disclosure 541 made it challenging for some women to take treatment openly and consistently (Awiti Ujiji et al., containers, taking it at times when partners would be away, and by moving out from home 545 altogether. Importantly, non-disclosure was also a method for regaining control over chaotic lives.
546
It is important to note that this 'agentic' finding around non-disclosure strategies may have 547 emerged partly because of our narrative approach to data collection. Constructing meaning 548 through narratives is a particularly useful approach to violence research, as it restores agency and 549 power among a group that is often considered the "helpless victim" (Boonzaier & van Schalkwyk, 550 2011: 278). Notwithstanding the methodological considerations of this conclusion, the strong 551 evidence from nine women in our cohort suggests that women do use important strategies to 552 avoid partner disclosure while staying faithful to HIV medication adherence. In one recent study, for example, the direct association between IPV and HIV adherence was non- 
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PMTCT policy could also benefit from these qualitative findings. Current South African
619
PMTCT guidelines discuss the "benefits" of partner HIV disclosure and prompt health workers to 620 "encourage" disclosure and "support…partner notification" (South African Department of Health, 621 2014: 37). However, no mention is made of the safety dilemmas that mothers may face in 622 disclosing to a violent partner. We learned that partner non-disclosure is a strategic way to stay 
